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 S 000 INITIAL COMMENTS  S 000

This visit was for a State licensure survey.

Facility Number:  012157

Survey Date:  10/16/14 

Surveyor:

ReBecca Lair, LCSW

Medical Surveyor

A Rosie Place meets the requirements for Indiana 

State Licensure Rules 410 IAC 15-1.1 through 

15-1.7 to admit and treat patients.

QA:  claughlin 10/24/14
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